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Abstract

A complete understanding of health promoting behavior
patterns has not been achieved by health care professionals.
The lack of understanding of health promoting behavior
patterns is particularly true in relation to African
American women. The lack of understanding is in part due to
the limited research conducted regarding health care
practices among minority populations. The purpose of this
descriptive study was to describe the health promoting
lifestyle behaviors of African American women in a rural
setting in Mississippi. The Madeleine Leninger Cultural Care
Theory was used as the theoretical framework for this study.
Data were collected utilizing the Health Promotion Lifestyle
Profile questionnaire. A convenience sample of African
American women (N=110) was recruited in a rural
health clinic located in Central Mississippi. Analyses using
descriptive statistics indicate the health promoting
behaviors of self actualization,

interpersonal support, and

stress management were engaged in most, whereas, exercise
was engaged in least. The results demonstrated homogeneity
in the health promoting behaviors practiced by African
American women in this study. By understanding the health
iii

promoting lifestyle behaviors of African American women in
rural settings, health care clinicians can address the
health promotion and health maintenance needs of this ethnic
group from a cultural perspective. Replication of the study
is recommended with a larger population comparing groups on
the variables of age, income, and educational level.
Further studies exploring the cause and effect relationship
between African American women's engagement in health
promoting behaviors and subscale variables are also
warranted.
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Chapter I

Research Problem
Morbidity and mortality rates have been noted to be
relatively high in minority populations and therefore
represent a special concern for health care providers
(Heckler,

1985). Research on health behavior in ethnic and

racial populations has increased over the past few years.
However, there has been little research to substantiate the
health promoting lifestyle behavior of minority women
especially African American (AA) who reside in rural
settings (Cope & Hall,

1985). Development, implementation,

and evaluation of health promotion interventions that are
"culturally competent” emphasize the critical component of
assessing the lifestyle behaviors of the populations served
(Ahijevych & Bernhard,

1994). People of color must be

included in the initiation of health promotion interventions
or one may risk failure in implementing successful health
delivery options in these ethnic and racial communities.
The purpose of this study was to describe the health
promoting lifestyle behavior of AA women in a rural setting.
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Establishment of the Problem
AA women have tended to establish their own well being
after taking care of everyone and everything else first
(White, 1990). This fact appeared to correspond to the
Health Promotion Model of Pender (1987). Pender described
health promoting activities as being directed toward
increasing levels of well being and actualization of the
health potential of individuals, families, communities, and
society.

"One's perceived health status is related to the

frequency and intensity with which one engages in health
promoting behaviors which thus leads to good health”
(Pender, 1987, p. 27). An individual's life expectancy was
positively correlated with his/her health status. Thus, the
study of health promoting life style behaviors of AA women
may be a first step to providing appropriate acceptable and
life sustaining health care to this ethnic group (Bryant,
1993).
Specific values, racial experiences, ethnic variations,
and cultural backgrounds of a population tend to provide
underpinnings for the way a group of people internet,
assess, and treat health concerns. Ogburn and Nimkoff

(1950)

identified certain components of family systems which exist
in all cultures. The components served as the basis for
health promotion in family system patterns and had a
significant impact on obtaining health care when needed.
These components consisted of the following: communication
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systems, means for physical welfare, travel means, exchange
of goods for service, forms of property, sexual and family
patterns, societal controls (i.e., mores, customs, and
laws), artistic expressions,

leisure time activities and

interests, religious beliefs, basic knowledge for survival,
and basic human patterns. These components, germane to all
cultures, have provided the framework for

the development

of health beliefs, attitudes, and practices.
One study that looked at components germane to health
promotion was that conducted by Bomar (1989). Bomar (1989)
investigated how customs and culture impact health care
practices. Customs consisted of practices carried out by a
defined population (Bomar, 1989). These practices specified
how things should be done and rights and obligations of
individuals. They were orderly, comprehensive, and
standardized expectations of a defined population and had to
be considered when assessing the cultural approach to health
promotion.
Bomar (1989) outlined four elements of culture which
were important in implementing health-promoting behaviors.
These four elements were social structure, values, beliefs,
and customs. Of the four, values served as the standard used
by individuals or families to assess the importance of new
behaviors. Values were used as the standards because they
dictated whether an individual or family would become
actively involved. Values introduced into a culture had to
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be translated into the beliefs of that culture in order to
become actions and practices (Bomar, 1989).
Bryant (1993) conducted a study related to health
promotion among elderly AAs. The researcher concluded that
the poor health status of many elderly AAs began at birth
and accumulated throughout the life span. Bryant (1993)
hypothesized that in circumstances where prevention was not
possible, behavioral changes and early treatment could
possibly slow the progression of existing chronic diseases
and disability.
Bryant (1993) examined elderly AAs' health promotion
activities and how gender and poverty status were associated
with differential patterns of health promotion behavior
among this group of people. The study supported the
importance of examining health promotion activities of
elderly AAs due to the higher rates of disability and
illness associated with cancer and cardiovascular disease
than Euro-Americans.
Significance to Nursing
The nursing profession is unique among the other health
professions because nursing's approach to health is more
holistic. Consideration is given to the individuality of the
client. Health is viewed by the nursing profession as the
most valuable asset of mankind. Holism and the individual
approach of the nursing profession reflect a transcultural
approach to health care. Nursing attempts to recognize and
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transcend the barriers established by cultural uniqueness.
By understanding the health promoting lifestyle
behaviors of African American women in a rural setting,
health care clinicians can address the health promotion and
health maintenance needs of this ethnic group of people from
a cultural perspective. Health care providers must first
ascertain the existing health habits of African American
women in a rural setting. Once these health habits have been
ascertained, the provider must see how these health habits
have an impact on the meaning of these habits to the African
American women. Knowledge concerning this ethnic group of
women may facilitate approaches to change health habits.
Interventions in health care cannot be implemented among
this group of people until common culturally prescribed
beliefs and practices can be identified. The advanced
practitioner must understand the cultural diversity among
people and work at using their clientele's viewpoints,
knowledge, beliefs, and practices in order to be effective
in primary practice. It is through this understanding that
culturally congruent nursing interventions can be
instituted.
Theoretical Framework
The theoretical framework that provided an approach to
this research endeavor was the theory of cultural care
developed by Leninger in 1978. Through her years of practice
as a clinical specialist working with children, Leninger

6
became aware of the cultural differences between patients
and nurses and how these differences affected health
outcomes. She hypothesized that care and culture were linked
together and could not be separated in actions and decisions
related to nursing care (Leninger, 1988).
Leninger (1985) stated in her theory that "different
cultures perceive, know, and practice care in different
ways"

(p. 2 09) . However, there seemed to be commonalities

about care that existed among all the cultures in the world.
These commonalities were established as the core of
Leninger's care diversity and universality theory from a
transcultural perspective (Leninger, 1985).
The focus of Leninger's theory was to differentiate
between care/caring from the culture perspective of a people
versus the perspective of professionals. In order to
appreciate this focus, one must understand the difference
between an emic and an etic view.

"Emic refers to the

language expressions, perceptions, beliefs, and practices of
individuals or groups of a particular culture in regard to
certain phenomena"

(Leninger, 1984, p. 135). "Etic refers to

the universal language expressions, beliefs, and practices
in regard to certain phenomena that pertain to several
cultures or groups"

(Leninger, 1984, p. 98). The cultural

perspective portrayed by Leninger in her cultural care
theory served as the basis for distinguishing between
generic and professional care (Leninger, 1984, p. 134).
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Further identification of the care diversities and care
universels of the theory led Leninger to define
transcultural nursing. Transcultural nursing was defined as
comparative caring (Leninger, 1981). Nurses must learn
culturally consistent care and caring concepts and examine
the differences and similarities in care and caring between
or among cultures in order to compare caring. Culture care
diversity "refers to the variabilities and/or differences in
meanings, patterns, values,

lifeways, or symbols of care

within or between collectivities that are related to
assistive, supportive, and facilitative, or enabling human
care expressions"

(Leninger, 1991, p. 47). Leninger

expressed cultural care universality as referring to "the
common, similar or dominant uniform care meanings, patterns,
values,

lifeways, or symbols that are manifest among many

cultures and reflect assistive, supportive, facilitative, or
enabling ways to help people, another individual, or group
that are derived from a specific culture to improve or
ameliorate a human condition or lifeway"

(Leninger, 1991, p.

47). Differences and similarities in care exist among all
cultures of the world. This statement served as the center
of the culture care diversity and universality theory.
Leninger wanted nurses to understand "that ethical and moral
aspects are culturally constituted and expressed within
meaningful living of contexts"

(Leninger, 1990, p. 64).

The applicability of Leninger's theory to this study
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was self evident - i.e., in order to improve the health
status of individuals, the health care provider must
understand what is acceptable from a cultural perspective.
If health care providers lack an understanding of the AA
woman's health promoting lifestyle behaviors, health care
providers can not "improve or ameliorate [the] human
condition or lifeway"

(Leninger, 1991) of AA women. The

current study's aim was to understand the health promotion
lifestyle (HPL) behaviors of AA women. In order for the
advanced practitioner to be effective in primary care,
he/she must understand the HPL behaviors of this group of
people.
Assumptions
The following assumptions were generated for this
study:
1.

Health is a priority for most people regardless of
culture.

2.

Health professionals view health promotion in a
different way than do lay persons.

3.

Nursing has to have a base of transcultural care,
knowledge, and skill to be effective,

legitimate, and

relevant to people of diverse cultures in the world
(Leninger, 1985).
Statement of the Problem
Limited information exists about the health care
beliefs and practices of AA women. This study addressed the

9
question: What are the health promoting lifestyle behaviors
in AA women who reside in a rural setting in Mississippi.
Research Question
The problem of the study generated the following
research question:
What are the health promoting lifestyle behaviors in AA
women who reside in a rural setting?
Definition of Terms
For the purpose of this study, the following terms were
defined:
1.

Health promoting lifestyle behavior is a "multi
dimensional pattern of self-initiated actions and
perceptions that serve to maintain or enhance the level
of well-being, self-actualization, and fulfillment of
the individual"

(Walker, Sechrist & Pender,

1987, p.

77). In the current study, participants chose responses
to items on the tool which were subcategories to these
dimensions.
2.

AA was a woman of immediate or remote African ancestry
between the ages of 18 through 69 determined from
demographic data.

3.

Rural setting was an area characteristic of the country
with open country and farming.
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Summary
There is limited information regarding research of AA
women particularly in the area of health care. The lack of
literature in this area supported the need to assess and
enhance the health promotion behaviors in AA women. This
study attempted to assess the health-promoting behaviors in
AA women in a rural setting in Mississippi and to reinforce
health responsibility among this population.

Chapter II

Review of Literature
Nursing has displayed a uniqueness among the health
professions that separates it from other professions. That
uniqueness has been evident in the holistic caring by nurses
and the consideration of the client as an individual. These
two foundations of nursing practice have reflected the
transcultural approach to health care (Bomar, 1989). Thus in
the transcultural approach, the nurse will have attempted to
acknowledge and surpass barriers and obstacles established
by cultural uniqueness to provide effective, quality,
culturally sensitive care (Leninger, 1978). The review of
literature for this research looked at several studies that
used a cultural approach to better understand the barriers
and obstacles established by cultural uniqueness in health
promotion activities.
In a study conducted by Bryant (1993), health promotion
lifestyles of elderly AAs was reviewed. The purpose of the
study was to examine how gender and poverty status were
associated with differential patterns of health promotion
behavior among elderly AAs.
Bryant (1993) used the 1990 National Health Interview
11
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Survey Of Health Promotion and Disease Prevention (NHIS) as
the database for her study. The NHIS was a cross-sectional
survey of the non-institutionalized. United States civilian
population. The survey consisted of personal interviews of
households throughout the country conducted by the Census
Bureau. Included in the NHIS survey was information related
to basic health and demographics, as well as supplemental
surveys on special health topics.
The sample for the study by Bryant (1993) was
restricted to all AAs age 55 and older, composed of 921
women and 481 men. Health promotion behaviors were measured
by seeking medical care, eating breakfast, wearing a seat
belt, knowing temperature of hot water in his/her residence,
exercising, quitting smoking, and abstaining from alcohol.
Preventive medical services for women were measured by
breast self exam (BSE), clinical breast exam, pap smear test
and mammography screening.
Bryant (1993)
likely than AA men

found that AA women (73%) were more
(66%) to participate in health promotion

activities. Women sought medical care (88%), slept 8 hours
(34%), ate breakfast, and abstained from smoking (84%) and
drinking (45%) more than

men (66%, 80%, 34%, 71%, 15%,

respectively). The researcher also concluded

that poor AA

women were less likely than women above the poverty level to
receive preventive medical care. Men appeared to be more at
risk than women, and subgroups of elderly women were at risk
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of not participating in health promotion behavior. Based on
her findings, Bryant recommended further studies to address
how cultural, environmental, and sociodemographic factors
relate to HPL behaviors.
Another study that looked at HPL behaviors of AA women
was conducted by Nemcek (1989). Nemcek (1989) looked at
factors which influenced black women's breast selfexamination (BSE) practice. Cancer of the breast was noted
to be the most common cancer site in women and a leading
cause of cancer deaths. Early detection increased the
chances of survival in women; however, in black women breast
cancer was often diagnosed in the late stages (Shapiro,
Venet, Strax, Venet, & Roeser, 1982).
Therefore, Nemcek (1989) investigated the relationships
among the frequency of BSE practices among black women and
the health locus of control, breast cancer knowledge, and
demographic factors.

The sample was selected using a

convenience sampling

procedure. Black women employed by a

large Southern hospital were asked to participate. The
descriptive correlational study
black women employed

included a sample of 95

as laundry workers, kitchen workers,

and housekeepers. The Multidimensional Health Locus of
Control Scale (MHLC) developed by Wallston, Wallston, and
DeVellis

(1981) was the instrument used to collect data. A

background information questionnaire was used to collect
frequency of BSE practice and demographic data. Items on the
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MHLC scale consisted of measures of internal, chance and
powerful other health locus of control.
Nemcek's (1989) findings were that BSE was practiced
more by older women than younger women, and practiced more
by women exposed to breast disease than women with less
exposure. He also found that knowledge of breast cancer was
low according to scores on the MHLC scales. In addition, the
most deficient areas of knowledge were knowledge of the best
time for BSE, BSE in the shower, and when to see the doctor.
Nemcek therefore concluded that the frequency of BSE
practice was associated with age and exposure to breast
disease. In the area of Powerful Other Health Locus of
Control, it was determined that the more a woman believed
that others controlled her health, the less likely she would
practice BSE. Therefore, some women relied on annual check
ups or periodic examinations for breast exams. Nemcek
recommended that further investigation was warranted to
understand the effects of age, knowledge, prior exposure,
and powerful other health locus of control on black women.
This type of information could lead to structured culturally
relevant interventions in health care for the AA woman.
One of the first investigations related to culturally
relevant interventions was a study conducted by Ahijevych
and Bernhard (1993). These researchers sought to describe
the health promoting lifestyle behaviors among AA women.
Identified differences and similarities in Health Promoting
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Lifestyle Profile (HPLP) scores were compared with reported
samples of previous studies conducted of the population at
large. Although there had been several studies that had
examined sex and race differences in preventive health
behavior, few race and sex-specific studies of healthpromotion activities had been conducted (Ahijevych &
Bernhard,

1993).

Ahijevych and Bernhard (1993) recruited participants
from neighborhood health centers, a community center, a job
training program, and health care and office work sites in a
major Midwestern city. The sample consisted of 187 AA women
between the ages of 18 and 69 years. The HPLP was the
instrument used to measure the frequency of health promoting
behaviors. The profile contained 48 items which were
measured on a 4 point Likert scale from never to routinely.
Included in the subscale of the profile were items related
to self-actualization, health responsibility, exercise,
nutrition, interpersonal support, and stress management
(Walker et al., 1987). The scores on the instrument were
computed as means. Reliability and validity for the HPLC had
been established during previous studies with an alpha
coefficient of .93.
Results of the study revealed that AA women ranked next
to the lowest on the HPLC scores. When compared to other
groups on the six subscales, AA women had the lowest mean on
the subscales of self-actualization, exercise, and
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nutrition. They ranked second lowest on interpersonal
support. When compared to other groups, AA women ranked
highest in health responsibility (Ahijevych & Bernhard,
1993).
Ahijevych and Bernhard (1993) concluded from their
study that health-promoting lifestyle behaviors of AA women
tend to be lower than those reported for most other groups
on total HPLP scales and subscales. The lowest subscale
scores were cited in the area of exercise. This finding was
consistent with the study conducted by Duelberg (1992).
Duelberg found that black women exercised less than white
women. Black women scored higher on health responsibility
than most other groups. This was interpreted as Black women
paid more attention to and accepted responsibility for their
own health. In addition. Black women paid more attention to
being educated about health and seeking professional
assistance when needed. The HPLP subscale scores of the
study (Ahijevych & Bernhard,

1993) indicated a need to

strengthen exercise, nutrition,

interpersonal support,

stress management and self actualization among AA women.
Nursing implications of this study included the importance
of assessing and enhancing health promotion behaviors in
African American women and the need to reinforce health
responsibility in this population.
studies were warranted.

Therefore, continued

Chapter III

Method
The purpose of this research was to describe the health
promoting lifestyle behaviors of AA women in a rural setting
in Mississippi. The focus was on the AA female between the
ages of 18 and 69 years who resided in a rural setting. A
descriptive design was used to explore the health promoting
behaviors of this population. Polit and Hunger (1991)
defined a descriptive study as one in which the investigator
observes, describes, and perhaps, classifies phenomena. This
research met the criteria for a descriptive study.
Independent variables used in the study consisted of culture
variables, age, and sociodemographic factors. The dependent
variable used was health promoting lifestyle behavior.
Setting. Population, and Sample
Participants (N = 110) were selected from a rural
health clinic in central Mississippi. The clinic was located
in a small rural town with a population of 10,000. The
majority of people that visited the clinic were of AA
descent (95%) and covered the age span. Most, if not all,
were Medicaid recipients. The number of people seen averaged
3 0 per day. Farming and factory work (poultry and textiles)
17
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were the predominant occupations. All were AA women between
the ages of 18 and 69 years who sought healthcare at the
Rural Health Clinic. The purpose of the study was explained
to participants, confidentiality assured, and informed
consent obtained (see Appendix E ) . All AA women who met
criteria and were willing to participate were included in
the sample.

The sample size was 110.

Instrumentation
Two questionnaires were used to gather data. The first
instrument was the Demographic Data Sheet. Data were
collected to assess sociodemographic areas. The data
provided descriptive information which included age, marital
status, level of education, annual income, and existing
health status. This information was obtained from each
client (see Appendix A ) .
The second instrument used was the Health Promoting
Lifestyle Profile. The Health Promoting Lifestyle Profile
(HPLP) was developed by Walker et al.

(1987). The HPLP was

used to measure health promoting behavior conceptualized as
a multidimensional pattern of self-initiated actions and
perceptions which served to maintain or enhance the level of
wellness,

self-actualization, and fulfillment of the

individual. Developed within the framework of the Health
Promotion Model

(Pender, 1987), the summed behavior scale

consisted of 48 items employing a 4-point response format.
The format was designed to measure the frequency of self
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reported health promoting behaviors in the domains of self
actualization, exercise, nutrition, health responsibility,
interpersonal support and stress management (see Appendix
B) .
The alpha coefficient for the total instrument was .92
(Walker et al., 1987). Internal consistency scores of the
instrument on subsequent usage was .93 (Pender et a l . ,
(1990). Test-retest reliability over a 2-week period for the
total scale was .93 (Pender et al., 1990).
A score for overall health-promoting lifestyle was
obtained by calculating the mean of the individual's
response to all 48 items; six subscale scores were obtained
similarly by summing the responses to subscale items and
dividing by the number of items on the subscale. The use of
means was recommended to retain the 1 to 4 metric of item
responses and to allow meaningful comparisons of scores
across subscales.
Procedures
Permission to conduct this study was obtained from
Mississippi University for Women and from the target
facility(see Appendices C and D ) . The sample was a
convenience sample of rural community health care clients.
While doing clinical practice, the researcher invited each
client that met the criteria to participate in the study.
The purpose of the study was explained to each participant
and confidentiality was assured. Participants were asked to
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complete the questionnaires and to record their responses
directly on the questionnaire while sitting in the waiting
area of the Rural Health Clinic (RHC). The investigator
remained nearby to answer any questions and to read the
questionnaire items and possible responses aloud for those
who indicated that they needed help. Completed
questionnaires, with respondents' names omitted to maintain
anonymity, were placed in folders at the receptionist desk.
The folders were collected and kept in a locked file at the
researcher's office. Permission for use of the tool was
obtained from Dr. Susan Walker (Appendix F ) .
Analvsis of Data
The data were analyzed using descriptive statistics.
Scores on the total instrument and its subscales were
computed as means. Standard deviation and measures of
central tendency were used where appropriate. Participants'
scores on the HPLP and its subscales were examined to
determine their distribution. Examination of the frequency
distributions for each scale revealed that distributions
were essentially homogeneous.
Limitations
This study has certain restrictions on generalization.
The sample of subjects was not randomly selected, as a
sample of convenience was used. The sample included AA women
who sought health care at a selected rural health clinic
during the sample period and who elected to return the
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questionnaire. Therefore the study may not be generalized to
other settings or populations.

Chapter IV

The Findings
This descriptive study was designed to evaluate health
promoting lifestyle (HPL) behaviors of African American (AA)
women who reside in a rural setting. Data were collected
utilizing the Health Promotion Lifestyle Profile (HPLC)
questionnaire and analyzed. The results of the analysis are
presented in this chapter.
Description of the Sample
The sample consisted of 110 AA women between the ages
of 18 and 69 years who sought health care at a Rural Health
Clinic (RHC). The educational level of this sample ranged
from 8 to 16 years with at least 39% attending and/or
graduating from college. Of the remaining sample, 33 (30%)
were high school graduates, 25(23%)attended high school but
did not graduate, and 8 (7%) completed the 8th grade or
less. One participant (1%) did not respond to this item on
the questionnaire. The majority were single (39%) or married
(33%). Divorced participants accounted for 18% of the sample
size. Many women reported household annual incomes of less
than $12,000

(55%) while 2% reported incomes of $40,000 or

greater.
22
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Findings of Data Analvsis
The HPLP is a tool that measures what are believed to
be health promoting behaviors. The tool has six subscales :
Self Actualization (SA), Health Responsibility (HR),
Exercise (EX), Nutrition (NUT), Interpersonal Support (IS),
and Stress Management (SM)• The SA subscale consisted of
such items as “Feel I am growing and changing personally in
a positive direction” and “Am enthusiastic and optimistic
about life”. The HR subscale included such items as “Have my
cholesterol checked and know the results” and “Question my
physician....” The EX subscale was comprised of statements
such as “Perform stretching exercise at least three times
per week”. The IS subscale included statements such as
“Enjoy touching and being touched by people close to m e ”.
The SM subscale was comprised of statements such as
“Practice relaxation or meditation for 15 to 2 0 minutes
daily”. The NUT subscale included such statements as “Eat
breakfast” and “Eat 3 regular meals a day”. All subscale
items were scored as follows: never (N),l; sometimes (S),2;
often (0),3; and routinely (R),4. African American women
engage most often in the health promoting lifestyle behavior
of self-actualization and least often in exercise. These
data are presented in Table I.
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Table 1.

Health-Promoting Lifestyle Scores for AA
Women Using Descriptive Analysis

Scale
Total HPLP

M
2.51

SD
.46

Range
1.63 to1 3.85

SA

37.36

7.13

25. 00 to 51. 00

IS

2.77

.57

1.43 to 4.00

SM

2.45

.57

1.29 to 4.00

HR

2.27

.54

1.10 to 3.80

NUT

2.27

.62

1.17 to 4 .00

EX

1.86

.64

1.00 to 3.60

N = 110
HPLP = Health Promoting Lifestyle Profile
SA = Self Actualization
IS = Interpersonal Support
SM = Stress Management
HR = Health Responsibility
NUT = Nutrition
EX = Exercise

Additional Findings
To further evaluate the data, HPLP subscales and the
demographic variable of age were subjected to the Pearson’s
Product Moment Correlation Coefficient. Although no
significant relationships emerged, the correlation of age
and exercise approached significance with an inverse
relationship (r(105) = -.0553; p = .0575). As AA women age
they engage less in exercise activities. Additionally, HPLP
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subscales were correlated to each other. Amazingly all
correlations were significant at the p = .000 level. AA
women tended to engage in the same type of health promotion
behaviors. High levels on one HPLP subscale yielded high
levels on the other HPLP subscales. This sample of AA women
were considered to be homogeneous on these variables (see
Table 2).

Table 2.

Correlation Coefficients of HPLP Subscales With

Each Other

IS

IS

-

HR

EX

SA

SM

NUT

.5885*

.4231*

.7166*

.6223*

.5106*

.5602*

.5782*

.5860*

.5976*

.4747*

.5297*

.5537*

.6006*

.4128*

-

.6360*

HR

.5885*

EX

.4231*

.5602*

SA

.7166*

.5782*

.4747*

SM

.6223*

.5860*

.5297*

.6006*

NUT .5106*

.5976*

.5537*

.4128*

-

-

-

.6360*

—

N = 110
*P = .000
IS = Interpersonal Support; HR = Health Responsibility; EX
Exercise; SA = Self Actualization; SM = Stress Management;
NUT = Nutrition

Chapter V

The Outcomes
A complete understanding of health promoting behavior
patterns has not been achieved by health care professionals.
The lack of understanding of health promoting behavior
patterns has been particularly true in relation to African
American (AA) women. Lifestyle behaviors of all populations
must be assessed in order to promote health care practices
which are culturally acceptable.
The purpose of this descriptive study was to delineate
the health promoting lifestyle behaviors of AA women who
reside in rural Mississippi. The Leninger Cultural Care
Theory was the theoretical framework utilized. The Health
Promotion Lifestyle Profile (HPLP) was used for data
collection. The sample was comprised of 110 respondents who
were AA women, age 10 to 69 years, and patients at a rural
health clinic in central Mississippi. Data were submitted to
statistical analysis utilizing descriptive statistics
(means, standard deviation, range of scores) and the
Pearson’s Product Moment Correlation. Findings indicate that
AA women are more apt to practice health behaviors of self
actualization,

interpersonal support, and stress management,
26

27
and least, likely to practice the health behavior of
exercise.
Further analysis of HPLP data indicated that each
subscale was significantly correlated to each other at the p
= .000 level. AA women tended to engage in the same type of
health promotion behaviors. The sample of AA women in this
research were thus considered to be homogeneous on these
variables.
Discussion
Health promoting lifestyle behaviors of AA women in this
study tended to correlate significantly with those reported
by Ahijevych and Bernhard (1994), Duelberg (1992 ), and
Bryant (1993). AA women in the above studies practiced
similar health promoting behaviors. Self actualization was
ranked highest of the subscales and exercise ranked the
lowest. These findings suggest that regardless of geographic
residence AA women tended to value the behaviors of self
actualization the most and exercise the least.
When the HPL behaviors of AA women in this research were
compared to those behaviors reported for other groups on
total HPLP scales and subscales, the behaviors tended to be
lower (Achijevych & Bernhard, 1994). AA women in other
studies reported higher performances on self actualization
and health responsibility. In this research, AA women
reported higher performances on self actualization with
health responsibility ranked in the top four subscales. This
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finding may suggest that AA women in this setting had more
perceived control over their environment including living
arrangements and adequate resources for food purchases.
Most were employed and maintained a high school or greater
education which puts them in a more secure role to achieve
self actualization issues. Additionally, the dimension of
health responsibility which means paying attention to and
accepting responsibility for one’s own health, being
educated about health, and seeking professional assistance
as warranted tended to carry a high value. AA women in this
research were employed and well educated; therefore, they
were more apt to have some type of insurance and more apt to
question health issues and seek assistance for self help.
This finding supports research by Duelberg (1992) related to
increased use of breast examination and cervical cancer
screening in black women who are educated. The more educated
they were about health risks, the more apt they were to seek
health care.
The current findings support Madeleine Leninger’s
Culture Care Diversity and Universality Theory (1991).
Comparisons of AA women in this study with studies conducted
of other groups on the six subscales revealed that AA women
had the lowest mean on the subscales of self actualization,
exercise, and nutrition, and were second lowest on
interpersonal support. AA women tended to rank lower than
white middle-aged women but higher than Hispanics on total
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HPLP scores. However, when compared to the same culture AA
women consistently ranked high in subscales of self
actualization,

interpersonal support, and stress management,

and ranked lowest in exercise. These findings endorse the
existence of cultural differences between ethnic groups, as
well as cultural similarities among the same ethnic group
(Leninger, 1991). The AA women in this rural area were
homogeneous in health promotion behavior practices. The
sample may have been so homogeneous as not to be
representative of all Southern AA women when considering the
size, income, and educational level. On the other hand, the
sample may truly represent AA women who live in the south.
Conclusions
This study shows that AA women who reside in a rural
setting engage in health promoting lifestyle behaviors that
are associated with self actualization,

interpersonal

support, and stress management. The researcher also
concluded that AA women have a high value for health
responsibility. This finding supports the research of
Ahijevych and Bernhard (1994), Bryant (1993), and Duelberg
(1992). The researcher further concluded that AA women tend
to engage in the same type of health promotion behaviors.
Therefore, they are homogeneous or culturally the same with
respect to these behavioral variables.
Implications
By understanding the health promoting lifestyle
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behaviors of AA women in rural settings, health care
clinicians can address the health promotion and health
maintenance needs of this ethnic group from a cultural
perspective. Findings from this study suggest that the
Family Nurse Clinician (FNC) should include the importance
of assessing and enhancing AA women’s health promotion
behaviors. The HPLP subscale scores indicate a need to
develop strategies to strengthen nutrition, exercise, and
health responsibility among AA women in a rural setting.
This researcher also suggested the need to reinforce self
actualization,

interpersonal support, and stress management

which were viewed as assets of these participants.
Knowledge concerning this ethnic group of women may
facilitate approaches to change health habits. Interventions
in health care cannot be implemented among AA women until
common culturally prescribed beliefs and practices can be
identified. Nurses must learn culturally consistent care and
caring concepts by examining the differences and
similarities in care and caring between and among cultures
in order to compare caring (Leninger, 1991).
Recommendations
The researcher recommends the following:
Research
1.

Replication of the study with a larger population
comparing groups on the variables of age, income,
and educational level.
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2•

Explore the cause and effect relationship between
AA women's engagement in health promoting
behaviors and subscale variables.

Practice
1.

The FNC should incorporate the assessments of HPL
behaviors possibly utilizing the HPLP in the
complete assessment of the AA woman client.

2.

The FNC should become more aware of the cultural
diversity among people and work at using their
clientele's viewpoints, knowledge, beliefs, and
practices in order to be effective in primary
care.
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Appendix A
DEMOGRAPHIC DATA SHEET

Appendix A
Demographic Data Sheet
Age

years

Marital status:
Single
Divorced
Widowed
Married
Level of Education:

8th grade or less
8th to 12th grade
High School graduate
College: Years attended
Graduated

Annual income:

less than $12,000
$12,000 to $20,000
$20,000 to $30,000
$30,000 to $40,000
$40,000 and greater

Existing Health Status :
I would place my present state of health as:
Very Good
1

Good
2

Fair
3
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Poor
4
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Appendix B
HEALTH PROMOTION LIFESTYLE PROFILE QUESTIONNAIRE

Appendix B
LIFESTYLE PROFILE
DIRECTIONS:
This questionnaire contains statements regarding your present
/ay of life or personal habits. Please respond to each item as accurately
IS possible, and try not to skip any item.Indicate the regularity with
/hich you engage ineach behavior by circling:
N for never,

S for sometimes, O for often, or R for routinely.
S

M

0)
>
a

%

S*J

Q)
a
o

c/a

Afl

S

0)
4
J

-H

O

pej

U-I

W0
q

1.

Eat breakfast.

N

S

O

R

2.

Report any unusual signs or symptoms to a
physician.

N

S

O

R

3.

Like myself

N

S

O

R

4.

Perform stretching exercises at least 3 times per
N
week.

S

O

R

Choose foods without preservatives or other
additives.

N

S

O

R

6.

Take some time for relaxation each day.

N

S

O

R

7.

Have my cholesterol level checked and know the
result.

N

S

O

R

8.

Am enthusiastic and optimistic about life.

N

S

O

R

9.

Feel I am growing and changing personally in
positive directions.

N

S

O

R

Discuss personal problems and concerns with
persons close to me.

N

S

O

R

11.

Am aware of the sources of stress in my life.

N

S

O

R

12.

Feel happy and content.

N

S

O

R

13 .

Exercise vigorously for 20-30 minutes at least
3 times per week.

N

S

o

R

14.

Eat 3 regular meals a day.

N

S

o

R

15.

Read articles or books about promoting health

N

S

o

R

5.

10.
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L6.

Am aware of my personal strengths and weaknesses. N

S

o

R

L7.

Work toward long-term goals in my life.

N

S

o

R

L8.

Praise other people easily for their
accomplishments.

N

s

o

R

L9.

Read labels to identify the nutrients in
packaged food.

N

s

o

R

10.

Question my physician or seek a second opinion
when I do not agree with recommends.

N

s

o

R

21.

Look forward to the future.

N

s

o

R

22.

Participate in supervised exercise programs or
activities.

N

s

o

R

23 .

Am aware of what is important to me in life.

N

s

o

R

24.

Enjoy touching and being touched by people
close to me.

N

s

o

R

25.

Maintain meaningful and fulfilling interpersonal
relationships.

N

s

o

R

26.

Include roughage/fiber (whole grains, raw fruits, N
raw vegetables) in my diet.

s

o

R

27.

Practice relaxation or meditation for 15-20
minutes daily.

N

s

o

R

28 .

Discuss my health care concerns with qualified
professionals.

N

s

o

R

29 .

Respect my own accomplishments.

N

s

o

R

30.

Check my pulse rate when exercising.

N

s

o

R

31.

Spend time with close friends.

N

s

o

R

32 .

Have my blood pressure checked and know what
it is.

N

s

o

R

33 .

Attend educational programs on improving the
environment in which we live.

N

s

o

R

34.

Find each day interesting and challenging

N

s

o

R
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i5.

Plan or select meals to include the "basic
four" food groups each day.

N

S

o

R

Î6.

Consciously relax muscles before sleep.

N

S

o

R

37.

Find my living environment pleasant and
satisfying.

N

s

o

R

38.

Engage in recreational physical activities
(such as walking, swimming, soccer, bicycling).

N

s

o

R

39.

Find it easy to express concern,
warmth to others.

N

s

o

R

10.

Concentrate on pleasant thoughts at bedtime.

N

s

o

R

11.

Find constructive ways to express my feelings.

N

s

o

R

12.

Seek information from health professionals
abut how to take good care of myself.

N

s

o

R

13 .

Observe my body at least monthly for physical
changes/danger sings

N

s

o

R

14 .

Am realistic about the goals that I set.

N

s

o

R

15.

Use specific methods to control my stress.

N

s

o

R

46.

Attend educational programs on personal health
care.

N

s

o

R

47.

Touch and am touched by people I care about.

N

s

o

R

48.

Believe that my life has purpose.

N

s

o

R
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APPENDIX C
PERMISSION LETTER TO RURAL HEALTH CLINIC

Appendix C
5936 Waverly Drive
Jackson, MS 39206
December 5, 1994
Dr L.C. Tennin
Internal Medicine Clinic
Canton, MS 3 9046
Dear Dr. Tennin:
I am a graduate student at Mississippi University for Women
in Columbus, Mississippi pursuing a Master of Science in
Nursing with a specialty as a Family Nurse Practitioner.
My
expected date of graduation is August, 1995.
The purpose of this letter is to request permission to
conduct a portion of my nursing research project at the
Internal Medicine Clinic.
My thesis involves a description
of African American women in a rural setting.
I am
attempting to determine what health promoting behaviors
African American women engage in.
I would like to be able
to obtain volunteer subjects ranging in age from 18-69 from
your clinic.
A questionnaire consisting of 50 questions
will be used to elicit data from participants.
Confidentiality will be assured to all participants and
consent forms obtained prior to completion of the
questionnaire.
I would appreciate your assistance in the implementation of
this project.
You may contact me at (601) 366-2768 or (601)
3 62-4471 if you have questions regarding the study.
I am
available to discuss any issues, problems, or suggestions
you may have.
Sincerely,

Phyllis Johnson
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APPENDIX D
APPROVAL OF MISSISSIPPI UNIVERSITY
FOR WOMEN COMMITTEE ON USE OF HUMAN
SUBJECTS IN EXPERIMENTATION

APPENDIX D

M is s is s ip p i
U n iv e r s it y
FOR^ O M E N

Office of the Vice President for Academic Affairs
Eudora Welly Hall
P.O. Box W-1603
(601) 329-7142

Columbus, MS 39701

April 10, 1995

Ms. Phyllis Pope Johnson
c/o Graduate Nursing Program
Campus
Dear Ms. Johnson:
I am pleased to inform you that the members of the Committee
on Human Subjects in Experimentation have approved your proposed
research.
I wish you much success in your research.
Sincerely,

Thomas C . Richardson
Vice President
for Academic Affairs
TRI wr
cc:

Mr. Jim Davidson
Dr. Mary Pat Curtis
D r . Rent

Where Excellence is a Tradition
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APPENDIX E
COVER LETTER TO PARTICIPANTS

Appendix E
Explanation to Subjects
Hello.
My name is Phyllis Johnson.
I am a registered
nurse presently in graduate school at Mississippi University
for Women School of Nursing.
I am doing a study that will
describe the health of African American women.
I am asking if you would be willing to volunteer to
participate in this study.
Your participation would mean
that you w o uld:
1. Fill out a demographic sheet.
2. Fill out a 48 item questionnaire.
Your participation in this study is strictly voluntary.
Refusal to participate in this study will have no impact on
your care.
There is no risk to you and there will be no
expense for you.
Your answers will remain confidential.
The researcher will have access to the completed
questionnaire forms; these forms will be destroyed at the
end of the study.
All findings will be reported as a group,
not as individual scores or answers.
You may withdraw from
this study at any time.
By studying the HPL behavior of AA
women, we might contribute to the knowledge that will help
extend the life expectancy of AA women.
If you have any questions about the study, you may call
me at (601) 366-2768 or (601) 362-4471, extension 5438.

Date

Date

Subj e c t 's S ignature

Investigator's Signature
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APPENDIX F
PERMISSION LETTER FOR USE OF HPLP TOOL

APPENDIX F
HEALTH-PROMOTING LIFESTYLE PROFILE
Dear Colleague:
We are pleased to reply to your request for information about our HealthPromoting Lifestyle Profile. In order to respond promptly to the large volume of
correspondence we receive, we have found it necessary to prepare this" standard
letter containing information that is commonly sought.
We hope that you will
feel free to write or call as necessary to obtain any further information that
you may need.
The Health-Promoting Lifestyle Profile measures health-promoting behavior,
conceptualized
as a multidimensional pattern of
self-initiated actions and
perceptions that serve to maintain or enhance the level of wellness, selfactualization and fulfillment of the individual.
The 48-item summated behavior
rating scale employs a 4 -point response format to measure the frequency of selfreported health-promoting behaviors in the domains of self-actualization, health
responsibility, exercise, nutrition, interpersonal support and stress management.
It was developed for use in research within the framework of the Health Promotion
Model (Pender, 1987) , but has subsequently been employed for a variety of other
purposes as well.
The development and psychometric evaluation of the English
language versions were described by Walker, Sechrist and Pender (1987) and scores
among the initial study sample were reported by Walker, Volkai\, Sechrist and
Pender (1988).
The translation and psychometric evaluation of the
Spanish
language version as well as scores among a Hispanic sample were reported by
Walker, Kerr, Pender and Sechrist (1990).
Copyright of both English and Spanish language versions of the instrument is held
by Susan Noble Walker, EdD, RN, Karen R. Sechrist, PhD, RN, FAAN and Nola J.
Pender, PhD, RN, FAAN.
You have our permission to copy and use the enclosed
Health-Promoting Lifestyle Profile for non-commercial data collection purposes
such as research or evaluation projects provided that content is not altered in
any way and the copyright/permission statement at the end is retained. ' The
instrument also may be reproduced in the appendix of a thesis, dissertation or
research -^rant proposal without further permission.
Reproduction for any other
purpose, including
the publication of study results, is prohibited without
specific permission from the authors.
There is no charge for such authorized use, but we would appreciu.tc receivir.o;
notification of your intent to use the instrument and a report of your completed
study/project for
our files.
It is particularly
useful to know
of any
publications reporting use of the instrument so that we can maintain an accurate
complete listing.
To facilitate record keeping, all information should be sent
to :
Susan Noble Walker, Ed.D., R.N.
Associate Professor
University of Nebraska Medical Center
College of Nursing
600 South 42nd Street
Omaha, Nebraska 68198-5330
(402) 559-6561
We thank you for your interest in using the Health-Promoting Lifestyle Profile
and wish you much success with your efforts.
Sincerely.

/J( ^ O U
Susan Noble Walker

Karen R. Sechrist
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Nola J. Pender

APPENDIX G
PERMISSION LETTER TO CONDUCT
RESEARCH AT RURAL HEALTH CLINIC

May 1, 1995
Phyllis Polk Johnson
220 Edgewood Terrace Drive #R-6
Jackson, Mississippi 39206
Dear Ms; Johnson:
You have been granted permission to conduct your research on
the health promoting lifestyles of African American women in
our clinic.
We are delighted that you have chosen our
facility and this population to study.
If we can be of any
assistance to you during this endeavor, please do not
hesitate to ask.
Best wishes as you conduct an important
area of research.
Sincerely,

L.C. Tennin, M.D.
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